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Please Return Form To Patient 
 
PRINT FULL LEGAL 
NAME OF DRIVER: 

 
DATE OF BIRTH: 

 
    
SIGNATURE OF 
PERSON EXAMINED: 

 DRIVER’S 
LICENSE NO.: 

 
    
ADDRESS:  
   (Street)     (City)    (State)   (Zip) 
 

EXPLANATION FOR EYE SPECIALIST 
Driver license examiners give all applicants for licenses, and some drivers whose records cast doubt on their ability to drive safely, simple vision tests. An 
applicant is asked to visit an eye specialist when:  

• more accurate measurements are needed 
• an improvement in vision would add substantially to safety 
• unusual eye defects are apparent   

A report from an eye specialist is particularly valuable if a driver’s fitness is questioned in court or following an accident.  In some cases, examinations by more 
than one specialist are requested. Driver license examiners do not recommend or suggest physicians to applicants. 
 
Please complete this form for the examination you conduct. Leave blank any items not covered in your examination.  If the case is unique, additional comments 
may be helpful.  Attach a separate sheet if necessary. 
 
Please sign this report and give your state medical number. Only a report from an eye specialist is acceptable.  The eye specialist assumes no responsibility in 
making this report other than that of truthfully representing the facts. For proper identification, have the patient sign the report in your presence. 
 

RECORD OF EXAMINATION 
Distant 

Vision Only 
Right Eye 

Only 
Left Eye 

Only 
Both Eyes 
Together BREADTH OF VISION FIELD 

With Present 
Glasses 

20/ 
    / 

20/ 
    / 

20/ 
    /  To Right of Point 

of Fixation  To Left of Point 
of Fixation 

     Without 
Glasses 

20/ 
    / 

20/ 
    / 

20/ 
    /      

 Total Angle  Best Possible 
Correction 

20/ 
    / 

20/ 
    / 

20/ 
    /   

 

 
Type of instrument used to determine visual acuity:  
 
Are you fitting glasses for distant vision?  
 
Is there double vision?  If so, describe:  
 
Can it be corrected with 
glasses? 

 By other treatment?  
 
Are you undertaking such correction or treatment?  
 
Is there any evidence of eye disease or injury?  If so, describe:  
 

 
 
Is there any unusual difficulty seeing in dim light or at night?  If so, explain:  
 

 
 

 
 

CERTIFICATION OF EYE SPECIALIST 

I,  being licensed to practice in ophthalmology, optometry in  , 
 (Print Name)                (circle one) (State)  
certify that I have personally examined the eyes of the above-named patient, that this is a true record of this examination and that he or she signed this form in my 
presence. 
SIGNATURE OF 
EYE SPECIALIST:  DATE:  
BUSINESS 
ADDRESS:  

TELEPHONE 
NUMBER:  

PHYSICIAN MEDICAL 
NUMBER:  

 


